Lessons from measles vaccination in developing countries
Vaccination should be introduced only after rigorous trials with mortality as an endpoint
Controlling measles with standard titres of measles vaccine has been limited by the difficulties of reaching and sustaining high enough coverage and the need to delay vaccination until most infants have lost maternal antibody (about 9 months of age in developing countries and 15 months in developed countries). A vaccine that is effective in younger infants is desirable both to protect children before they are exposed to natural measles infection and because attendance at vaccination sessions tends to fall as children get older. Edmonston-Zagreb vaccine was shown to be immunogenic in high concentration at the ages of 4-6 months in several countries, and in 1989 the World Health Organisation recommended its use in countries where measles before the age of 9 months is a substantial cause of death.' Shortage of high titre vaccines led to delays in the implementation of this recommendation, and it was subsequently rescinded after data from three countries with high background infant mortality (Guinea-Bissau, Senegal, and Haiti) showed increased overall mortality among children who received high titre vaccines at 4-6 months compared with recipients of standard titre vaccines at age 9-10 months.2 This unexpected finding had several surprising features. Firstly, the excess mortality did not occur until the second year of life or latera considerable time after vaccination. Secondly, the excess was particularly pronounced in girls. Thirdly, the excess was non-specific, representing the usual range of childhood death in the countries concerned. An independent combined analysis of the findings, commissioned by the WHO, estimated that mortality was significantly increased (averaging 20%) and noted that the design of the trials did not allow definitive identification of the concentration or the strain of vaccine as the potential cause of the excess.3 If trials had not been carried out with long term mortality as an end point the effect would probably not have been detected as the reporting of vital events is notoriously incomplete in developing countries.
Responses to the findings have been of three kinds. Firstly, the scientific community and funding agencies have rediscovered measles. The National Institutes of Health in the United States issued a call for proposals to investigate the phenomenon. Secondly, new technological approaches are being used to develop measles vaccines that may be effective in the first few months of life. Thirdly, public health authorities, relying on standard titre vaccines in their battle against the measles virus, have adopted new strategies. Some have advocated similar mass campaigns to those that have proved so effective against poliomyelitis in the Americas. Others have proposed schedules of two doses of vaccine with the aim of protecting those who fail to seroconvert after the first dose.4 Regimens of two doses, with both given after maternal antibody has waned, have been used in many developed countries for at least a decade, and their apparent safety there is accepted as indicating their safety in the developing world.
In developing countries, however, "early" schedules of two doses, with both doses given in the first year of life, have been recommended in populations at risk of morbidity and death from measles before 9 months of age. One in 18 of Britain's population are black or from ethnic minorities-defined as people "who may be disadvantaged because of their racial background."'" But the strategic leaders of its health service are almost all white.2 Out of 534 appointed chairpersons of authorities and trusts, only four are from black and ethnic minorities says Equality Across the Board, the report from a joint working party of the National Association of Health Authorities and Trusts (NAHAT) and the King's Fund Centre.3 All the chairpersons of the boards of regional health authorities are white.
Only 45 of 1531 (3%) non-executive board members of regional health authorities, NHS trusts, and special health authorities (data from district health authorities were not available) are from black and ethnic minority communities. Yet these chairpeople and non-executive directors are expected to act as champions of the people and ensure that the NHS meets their needs. All crucial decisions-on closures of hospitals or development of new services-must ultimately be approved by them. But how can they hope to act for all people when they have only limited undertstanding of how a section of them live and think?
That NHS boards do not reflect the racial composition of their local communities is unsurprising, given that people from ethnic minorities are rarely appointed to public positions. The Cabinet Office found that people from ethnic minorities fill only 2% (820) ofabout 41 000 listed posts on such bodies as the National Curriculum Council and the Wages Council.4 Recruitment here, as elsewhere, is likely to follow the well established pattern of recruiting in one's own image, and those responsible for these appointments are usually white. Only six of the 650 members of parliament are from ethnic minorities.
Should the NHS be criticised for not doing better than other employers in the public sector? Equality Across the Board argues that NHS boards need people from ethnic minorities to help them to meet the targets in the Health of the Nation. Ethnic minority communities not only have special problems; they often have worse problems. They find it more difficult than white people to obtain treatment from the NHS either because of working patterns or language problems. The government has made it clear that authorities will be expected to provide the services and health education strategies that are specifically geared to ethnic minority communities and to ensure that these services do not discriminate on racial grounds. In 1991 William Waldegrave, then secretary of state for health, said that one way to ensure that the needs of ethnic minority communities are fully taken into account "is to consider good, suitable candidates from those communities for health authorities' appointments."
Since then the Department of Health has set a goal to increase the proportion of people from ethnic minorities on NHS boards to 4% by September 1996. Its new health appointment unit will keep details of the ethnic origin of people appointed to the boards. Its goal is achievable because the responsibility for appointing most of these posts ultimately rests with the secretary of state for health.
Equality Across the Board says that, although there are skilled people from ethnic minorities to fill these posts, current recruitment procedures still exclude them. A survey carried out by Warwick University showed that new board members are often recruited informally, through word of mouth, by chairpeople and chief executives. Usually lacking a network of black acquaintances they are unlikely to recruit a diverse range ofnew board members.
Even when authorities and trusts consult outside organisations for nominations, people from ethnic minorities can still be excluded. Many authorities consult senior managers in large commercial companies and professional bodies. The labour force survey, however, indicates that people from ethnic minorities are unlikely to be found in management BMJ VOLUME 307 20 NOVEMBER1993
